It may be surprising to many people involved in the clinical care of patients to find that a condition that occurs with a frequency similar to diabetes mellitus has received such scant attention that many of the treatments prescribed are at best probably not beneficial and at worst potentially harmful. However, such a situation does exist in present day practice where the management of leg ulcers is concerned.
There are many potential reasons why this situation may prevail and they include an inability for many to make a correct diagnosis, the lack of effective treatments, and lack of agreement as to who should be responsible for care of individual patients -is the care of such problems a medical or nursing responsibility, and since they are prone to recurrence can we ever cure this problem?
The management of patients with this condition seems to provoke a knee jerk response in many who care for such wounds and the basic principles of clinical care forgotten. The need to take an accurate history from the patient followed by a thorough examination, then appropriate investigations being performed prior to making a diagnosis are steps that are often missed in managing these wounds. It is, however, only after these basic steps have been taken that plans for treatment for an individual patient can be sensibly and adequately prescribed. Also once this plan of treatment is made, all too often it is followed without deviation or thought of a need to reconsider treatment as the wound progresses towards healing. Given all of the above it is therefore not surprising that the standard of care offered to most patients with leg ulcers leaves a lot to be desired.
In taking a history from a patient with leg ulceration it may become apparent that there is an obvious cause for the leg ulcer as not all leg ulcers are venous in origin. Indeed, the major leg ulcer study from the Edinburgh region' showed 70% of patients' ulcers were due to venous disease and 22% were due to arterial disease, the remainder of ulcers were seen in patients who had a vasculitis from diabetes or rheumatoid arthritis. It is also likely that there may be more than one aetiology present; the Northwick Park group showed that arterial disease was present in 9% of their patients but in 22% there was mixed venous and arterial disease present 2 • On examining a patient there is a tendency to look only at the ulcer and not the limb as a whole and also the patient in general. Returning to basic principles of care ensures that other conditions are not missed, any surgical treatment that may benefit the patient is considered and appropriate local treatment is more likely to be prescribed. However, despite all of this it is still not possible to ensure that all patients with such wounds receive these acceptable standards of care.
In goodclinical practice, following a full examination, it is usual to undertake appropriate investigations to ensure an accurate diagnosis can be made and it should now be considered as routine for all patients with leg ulcers to undergo a Doppler assessment of the limb to determine whether the ulcer is of a venous, arterial or mixed aetiology. This is a simple and straightforward test to undertake and ensure that ulcers of venous origin are treated not only with appropriate wound contact materials, but also, in addition, an adequate degree of compression to ensure the underlying defect that caused the ulcer is treated. However, in patients with arterial disease the use of high levels of compression may be deleterious to a patient and impair healing. Patients with mixed aetiology ulcers cannot be assessed accurately by clinical examination alone. This was shown in the Lothian and Forth Valley leg ulcer study! where reliance on pedal pulses was shown to be a very inaccurate measure of presence or absence of arterial disease. Whilst more elaborate and extensive tests may be of benefit in research studies the cost of purchasing a Doppler instrument of around £200 should achieve dramatic long-term savings in ensuring appropriate use of materials used to manage patients with leg ulcers.
It is only after a history, examination and investigations have been completed that any clinician can make an accurate diagnosis and then prescribe appropriate treatment. In the management of leg ulcers, treatment consists not only of wound contact materials but also of tapes, absorbent materials and compression bandages or stockings. There is now a wide variety of wound contact materials that have been claimed to assist healing and these include alginates, foams, hydrocolloids and hydrogels. However, the quality of a number of the clinical studies undertaken to provide evidence of their efficacy is of a modest standard. In view of the many factors that may be present in any patient to frustrate healing, any clinical trial of leg ulcers is unlikely to produce significant differences between treatments unless very large numbers of patients are included and this is unlikely to be feasible. In view of the difficulties, clinical studies trying to measure wound healing may be impractical but studies of comfort, convenience and other aspects of quality of life may be worthwhile and much easier to evaluate. Another aspect of management is the process of review of progress that mayor may not have been achieved over a suitable period of time. Many clinicians have a policy to continue with treatment regardless of whether progress has been achieved or not. This is obviously not an acceptable practice as failure to progress should encourage clinicians to review the basic steps in their assessment to ensure the ulcer is monitored adequately.
Two important recent clinical trials have shown significant benefits and may be important landmarks in the development of better standards of care for patients. The first from Charing Cross Hospital" had shown that a four-layer bandaging regimen was an effective method of healing ulcers when patients with venous disease were treated. This is important as it deals with the underlying problem that produced the ulcer, namely venous hypertension. If this defect is treated by firm compression then the ulcer will heal -implying that all these ulcers have the potential for healing if the circumstances for healing are present. The second study' showed the efficacy of the drug oxpentifylline in conjunction with compression bandages -improved the healing of venous ulcers. The significance of this is that it is the first research study that has shown the benefit of a pharmacological agent in promoting healing of such ulcers. This may therefore serve as a trigger to involve doctors in the care of such patients as even with the impending arrival of nurse practitioners who may well be able to prescribe dressings the need for a doctor's prescription for pharmacological agents is unlikely to change.
It is only after a considerable amount of further work, interest and enthusiasm has been shown for this subject that it is likely to produce an improvement in the standard of care offered to all patients. Although leg ulcers may not directly lead to the death of many patients they can certainly make the patient's life extremely miserable when they are present.
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Healing and medicine
Within both church and medicine important changes have taken place. Issues related to health and well-being have been raised which question the fundamental practices of these institutions. Principally these issues are about the definition of health and who is to be involved in healing. These issues are not new.
It is the contention that such issues are raised at times of transformation when the old order, whether it be in church or medicine, is being challenged. From the lay community there is a growing demand for involvement in health issues and for initiatives promoting a healthy life style. Within the church too there are demands by the laity to be actively involved in the life of the church and for lay ministries to be recognized. Communities are eager to make decisions about matters which affect their daily lives and are no longer willing to abdicate the sole process of decision making to licensed and expert professionals who may be far removed from them in terms of educational background, social class and experience. This does not mean that there is a revolt against expert health from the health professional or the clergyman. What is proposed is that these experts become facilitators and informed advisers, Such a participative approach provides a real opportunity to remove the apartheid between church and medicine in dealing with matters of our corporate health.
The natural science base of modern medicine, and the way in which it is delivered, often ignores many of the social and spiritual factors associated with illness. The over-riding concern of medical decisions is that of correct diagnosis. Such diagnoses are concerned to discover the hypothesized cause of the problem within the person. Health invariably becomes defined in anatomical or physiological terms. In this way problems of living are translated into physical descriptions; and, more importantly, submitted to physical interventions. While this may give the sick a legitimate status and remove them from condemnation as sinners, this situation is only temporary. A degree of personal responsibility is still demanded in those situations where the problem does not respond to treatment, where there are problems of mental health, chronic disease, family disorganization or sexually transmitted disease. These behaviours are couched in psychological, social, ethical and legal terms. Perhaps none more so than by the new health and well being advocates. Rarely do we find diagnoses which include the relationship between the patient and their God. The descriptions we invoke have implications for the treatment strategies we suggest. Patience, grace, prayer, meditation, forgiveness and fellowship are as important in many of our health initiatives as medication, hospitalization, incarceration or surgery. The spiritual elements of experience help us to rise above the matters at hand such that in the face of suffering we can find purpose, meaning and hope. Medicine has a system of explanations for what it does. These are predominantly scientific, and it was this coherence of cogent ideas which was influential historically in the separation of scientific medicine from the influence of the church and metaphysical notions of healing.
The history of the spiritual in healing reflects the growth of scientific knowledge, demands for religious renewal and the continuing shift of understanding concerning what is health within a broader cultural context. Throughout the last 2000 years Christian healing, reviving vitalist theories and shifting away from Greek concepts of hygiene, survived under the threat of Roman persecution by inspiring followers by acts of healing and other inspirational gifts. As Christianity gradually became accepted and established, healing, which depended upon individuals being inspired by the spirit as opposed to being licensed by law, was seen as a threat to the hierarchy of the church. Furthermore, physicians began to organize themselves into guilds and medicine itself began to form itself into a body of knowledge replicable in university centres throughout Europe. Metaphysics became increasingly idiosyncratic and open to individual interpretation and sentimentality. Christianity surrendered the sole authority to speak of life, birth and death to a materialistic science which
